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Our Approach

 Start with where you are
« What do you have in place already?
« How do you currently maintain PCMH concepts?

 Discuss other ideas and strategies for maintaining PCMH
« Think about how to refine your existing strategies and ideas

 Study the NCQA process and requirements for sustaining
recognition



Organizational Strategies

<

Adding PCMH elements to our Quality Improvement Committee
« Keep PCMH at the forefront

« Catch any issues at our meetings before they get to far out of
hand



Organizational Strategies

<

« Designate 1 team member who owns the PCMH program. Will
not be responsible for everything, but will delegate.

* Print off and provide PCMH policy notebooks for the
team/offices

* Develop or use a spreadsheet for tracking
 Utilize EHR analytical tools
« Data Iinfrastructure



Organizational Strategies

« Continue to educate the staff on the requirements of PCMH

* Including a PCMH focus as part of the huddle in two-week
Increments

» This allows staff an opportunity to understanding of particular concepts,
competencies, and criteria (PCMH 2017) and how it relates to their
position and to the patients.

* The new focus is sent out every two-weeks.

« Explain the rationale for changes as it relates to being a PCMH.
For example, at an “All Hands Staff Meeting” every other month.



Organizational Strategies

<

* Include PCMH orientation/education as part of new board, staff,
provider on-boarding and training.
» Use the PCMH policies you developed for your last recognition as a
guide
 Job descriptions (2017 TC 02) already have “PCMH” incorporated

 New employees meet with the PCMH designated team member for an
Introduction and review (e.g. via PowerPoint). New orientation and
review is tailored to the position.



Organizational Strategies

 We have a PCMH Team that meets every 2 weeks.
« Meet weekly based on what our review needs are
« Address the elements, requirements, and how to best meet them.

* This team implements, brings process change suggestions forward
to management for implementation, monitoring &/or adjustment as
needed to fit the organization needs & PCMH certification requirements



VCHA Member Strategies

« What strategies/methods has your organization put into place?



Sustaining Recognition (NCQA)

* How to Sustain your Recognition (NCQA)
https://player.vimeo.com/video/209614049
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Getting and Maintaining
Staff Buy-In



Testimonials about Why PCMH

* Mary’s Center: Putting the Patient in the Center of Health Care
https://www.ncga.org/videos/marys-center-putting-the-patient-in-the-

center-of-health-care/?video-kw=pcmhé&video-category=&video-
topic=&pg=1

 Patient-Centered Coordinated Care in Midlothian Village Pediatrics
https://www.ncga.org/videos/patient-centered-coordinated-care-in-
midlothian-village/?video-kw=pcmh&video-category=&video-
topic=&pg=1

* Testimony about PCMH from a CEO of a CHC:
https://www.ncga.org/videos/patient-centered-medical-home-
testimony/

* The Value of NCQA PCMH Program (Dr. Barr video)
https://vimeo.com/204297752
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Making the Value Case

« We did a webinar in February on “Making the Value Case for PCMH Development”
https://chcleadership.com/webinar-2-11-19/
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Educational Videos about ‘What Is
PCMH’

* Providence Health Care Group — PCMH educational video for
patients: https://www.youtube.com/watch?v=5g4uS8F-V60

« ACO video about the PCMH model:
https://www.youtube.com/watch?v=CyJtfluZpzg

 AAFP PCMH Video: https://www.youtube.com/watch?v=-CJ-
CIPP1ss

 Animated Health Center educational video about PCMH:
https://www.youtube.com/watch?v=CvroxEpoyNY
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Introduction to the PCMH Process

* Introduction to PCMH (NCQA)
https://player.vimeo.com/video/209613433

 What to Expect During the Check-Ins
https://player.vimeo.com/video/209614117

* Navigating Q-PASS https://player.vimeo.com/video/209613949

« PCMH 2017 Standards and Guidelines Overview Videos
(NCOA)
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Annual Reporting Overview



Annual Check-In Process

* Use the new online platform (Q-PASS) for submission of
documentation

« Complete a self-assessment at the annual check-in, verifying core
features of the medical home have been sustained.

« Must meet the minimum number of requirements for each category.

* NCQA reviews submission and notifies practices of their sustained
recognition status.

* NCQA will randomly select practices for audit to validate attestation and
submitted documentation and data.

Practices that do not submit data on time or fail to meet other requirements
may have their recognition status suspended or revoked. That may include
having their recognition status on NCQA’s Web site changed to “Not
Recognized.”



Annual Check-In Requirements

1. Attest to core criteria based on the current PCMH program,
which consists of key expectations that recognized practices must
meet as a medical home.

2. PCMH Annual Reporting Requirements table outlines reporting
options.

3. To see the requirements and options for Annual Reporting, you
can download the Annual Reporting requirements from NCQA.

Annual reporting requirements may be removed, modified or added
over time. Practices will be notified of changes and given time to
prepare data and documentation.


http://store.ncqa.org/index.php/recognition/patient-centered-medical-home-pcmh.html

(NEW) Dates for Annual Reporting
Evidence

<

* Now requires any evidence with a data entry element to include an effective start
date and end date (meaning a “valid to” date)

« Moving forward, Q-PASS will include fields for a date range for annually reported
evidence of all types, including multiple choice and document-based evidence.

* The end date should be at least 60-90 days after your Annual Reporting date (to
allow sufficient time for review)

« What does this mean? For example, typically NCQA asks that evidence Is
current within 12 months. If your reporting date is 9/1/2019, and you are planning
on submitting quarterly data for evidence, you could submit Q1 2019 data
because that would be “valid” through 1/1/2020 which is about 90 days after your
reporting date.

« See more: http://image.mail.ncqa.org/lib/fe951372746¢c047a74/m/1/65dd35cd-
4dcc-4293-bf20-fd714c5a99b2.pdf
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Other/Informational Reporting

A. Quality Measures

* Practices will have the option to submit electronic clinical quality measures
(eCQMs) to NCQA in support of their recognition process.

* The identified measures can be submitted through electronic health
records, health information exchanges, qualified clinical data registries
(QCDRS) and data analytics companies as long as they can use the
electronic specifications as defined by the Centers for Medicare &
Medicaid Services for the ambulatory quality reporting programs.

e https://www.ncga.org/wp-
content/uploads/2018/09/20180701 PCMH Quality Measures Crosswalk

-pdf
 B. Behavioral Health Assessment (Required but just informational)
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Resources for Annual Reporting

« We did a webinar on January 8" on Annual Reporting/Renewal
https.//chcleadership.com/webinar-1-8-19/

« NOTE: NCQA released new 2019 Annual Reporting Requirements on 1.23.19 (after
we did the webinar). There were minor changes from 2018 to 2019, which are
highlighted in the post linked above.

« Annual Reporting Requirements: https://www.ncga.org/programs/health-
care-providers-practices/patient-centered-medical-home-pcmh/current-
customers/annual-reporting/

« Acceptable Quality Measures: https://www.ncga.org/wp-
Codntent/uploads/2018/09/20180701 PCMH Ouality Measures Crosswalk
.pdf

* What to expect in a virtual review:

e https://www.ncga.org/wp-content/uploads/2018/07/PCMH Virtual Review r4.pdf
» Supplemental video: https://vimeo.com/209614117/27d119f140

21


https://chcleadership.com/webinar-1-8-19/
https://www.ncqa.org/programs/health-care-providers-practices/patient-centered-medical-home-pcmh/current-customers/annual-reporting/
https://www.ncqa.org/wp-content/uploads/2018/09/20180701_PCMH_Quality_Measures_Crosswalk.pdf
https://www.ncqa.org/wp-content/uploads/2018/07/PCMH_Virtual_Review_r4.pdf
https://vimeo.com/209614117/27d119f140

